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Improvement in the care given women during the maternity cycle
is, and has been for the past decade, an important objective of public
health service. The procedures followed to obtain this objective
have varied in the several sections of the country because of the differ-
ing conditions prevailing in the various localities. In the rural
sections of the Southern States, one of the elements to which con-
sideration must be given in effecting any progress in improving
maternity and infant hygiene is the education and supervision of the
Negro midwife, who at the time of delivery is frequently the sole
“attendant of a maternity case.

In many of the Southern States, public health authorities have
realized the need for improving the midwifery service and have
instituted programs with that objective in view; but the procedures
incorporated in these programs are extremely varied in the several
States as well as for the different counties within a given State.
In some States the permits are granted to midwives solely on the basis
of a local doctor’s recommendation; in other States intensive group
instruction is given at midwife classes before the midwives are given
their permits, and then later nursing visits are made for supervisory
purposes; in other States permits are granted without any previous
instruction, and the only education and control of the midwife con-
sists of frequent visits by the nurse, coupled with supervisory ante-
partum and post-partum visits with the midwife to her patients.

Certainly some of the many procedures now being practiced must
be more effective than others. If it were known which ones yield the
best results, then definite progress could be made toward improving
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all programs for control of the midwife. The question then is:
Which of the present existing procedures secures the best midwifery
service with the minimum of public expenditure? The Office of
Studies of Public Health Methods of the United States Public Health
Service, long interested in evaluation studies of public health pro-
cedures, recently began a study of the problem for this very purpose
of determining which procedures have been most effective in producing
competent midwife service. Such an evaluation when completed
may well be considered a sound basis for the construction of efficient
programs for controlling midwives in the rural sections of the South.

METHOD OF EVALUATION

It is axiomatic that any procedure is effective to the extent that it
produces results. For this evaluation of programs of midwifery
supervision and control, it is assumed that communities in which
midwives are practicing the procedures outlined in the manuals of
midwifery practice issued by the respective State health departments
have better control over their midwives than communities in which
the midwives are not following accepted obstetrical practice. The
aim will be to discover the methods of selection, instruction, super-
vision, and control of the midwives used in those counties that have
capable midwives as opposed to the methods employed in those
counties where the quality of the midwife practice leaves much to be
desired.

The evaluation, then, may be conceived in terms of four distinct
steps of procedure: »

1. Construction and preliminary trial of a test for the measurement
of a midwife’s knowledge and practice.

2. Development of a means of discovering and recording all those
administrative procedures of a health department concerned with the
control and supervision of midwives. ,

3. With the techniques developed in steps 1 and 2, the measure-
ment of a sampling of midwives in each of a number of communities,
and the recording of the health departments’ activities for those
communities.

4. Relating the quality of service rendered by the midwives in each
community to the type of midwife control used in that community,
thus precipitating the methods of control that have been effective 1n
producing a high quality of midwife service.

These steps are somewhat discrete procedures and must be taken
consecutively in the order named. What follows herein is a report
of the experimentation that was conducted in completing the first
step of the project. It describes in detail the experimental derivation
of a technique for measuring midwife information and practice.
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THE NEED FOR AN INDEX

Records of the actual procedures followed by a midwife in her
ante-partum, delivery, and post-partum care of a number of ma-
ternity cases would constitute an ideal measure of the quality of
maternal service given by that particular midwife. From such
records one could ascertain the extent to which the midwife was
following the techniques prescribed in the midwifery manual.

To obtain unbiased observational records of midwives in their
routine activities, however, is almost impossible. If they know that
they are being observed, they are likely to omit certain things which
they would otherwise do and follow more closely the prescribed pro-
cedures. Furthermore, the observation of each of a number of mid-
wives for several maternity cases necessitates an unreasonable
amount of time and expense. It is essential, therefore, to develop
some other method that will give an index of the quality of care given
by a midwife—in other words, some measure that will distinguish
midwives who practice good techniques from those who follow poor
and even bad practices. This index should reflect distinctions in the
quality of service rendered by different midwives rather than attempt
to measure directly the ability of each midwife to meet emergencies,
or their understanding of the maternity cycle.

Any index that is devised must be objective; that is, the index must
be of such a nature that the results obtained are not dependent upon
the individual who uses the index. Midwives who register as superior
midwives when this index is applied by one examiner should also
register as superior if measured by some other examiner.

The index must also be representative of the actual information
and conduct of the midwife. It must be shown to be indicative of the
variations in the quality of service which the various individual
midwives give. Those midwives who pay no attention to accepted
methods of cleanliness and prescribe for their patients all sorts of
home remedies, many of them based on superstitions, must register
low on the index as compared with those midwives whose routine
procedures conform to the pattern set forth in the midwife manual.

After careful consideration had beep given to a number of possible
methods of developing an index with these characteristics, the
personal interview was selected as the method most likely to yield
the desired results in the practical situation. Accordingly, an exten-
sive form, containing some 66 objective standardized groups of ques-
tions on midwifery information and practice, was constructed. These
questions were focused on the general subjects of equipment, prenatal
care, complications of pregnancy, delivery care, complications of
delivery, and post-partum care of both the mother and the baby.
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Information was sought on both good and bad practices under each
of these general headings.?

The questions were framed in a variety of ways in the attempt to
elicit the truth. The fact that a midwife may know the correct
procedure is no assurance that she follows that procedure. Insofar
as possible, the questions were asked in terms of behavior rather than
information. Often questions on the same practices were asked in
more than one connection in the hope of arriving more nearly at the
actual practice. For example, each of the following questions was
asked in an attempt to identify those midwives who practice vaginal
examinations:

Have any of your cases insisted that you make a vaginal examina-
tion? (If yes) What did you do? (If no) What would you do?

What can you find out from an internal examination?

Does it help you to make an internal examination?

Since the colored midwife is very susceptible to suggestion, many
of the questions were stated negatively, thus causing her to defend the
proper procedure. For example, note the following sample questions:

Do you remind the expectant mothers that they should eat enough
for two people?

When you get water from a good deep well, do you bother to boil it?
(If yes) Why?

The first drafted interview was subjected to a preliminary trial, and
after a few slight revisions no further changes were made before the
preliminary data were gathered.

EVIDENCE FOR THE INTERVIEW FORM

In the beginning of the study, advantage was taken of the fact
that the Office of Child Hygiene Investigations had been conducting
an intensive study of the midwives in a county in Virginia. The
nurse who had been conducting that study was engaged to initiate
and carry on the field work in connection with the development of
the index. Midwives were interviewed by the nurse, using the
objective interview form, in the county in which she had been work-
ing, as well as in two adjoining counties, one of which was in North
Carolina.

The geography and population of the three counties are markedly
similar. All 3 of the counties are strictly rural in that their largest
town has a population of around 2,000. The Negro population
slightly outnumbers the white, and midwives deliver approximately
60 percent of the total births in two of the counties and 25 percent

3 A copy of the interview form (abbreviated) and the directions for administering and scoring are avail-

able in mimeographed form and may be obtained on request addressed to the Office of Studies of Publio
Health Methods, U. 8. Public Health Service, Washington, D. C.
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in the other county. Most of the midwives are Negro, past middle
age, unable to read or write, and live on small farms more or less
isolated from one another. Since transportation is difficult, they
seldom visit outside their immediate neighborhood.

Concerning the supervision that has been given the midwives,
there are wide differences among the counties. In county A, there
had been no county health unit prior to January 1, 1935, and conse-
quently the only supervision and education given had come from a
nurse in the State health department. She made an annual super-
visory visit to the county, but, because of her extensive territory,
could not give intensive supervision (such as home visits, and
demonstration ante-partum and post-partum home calls) to the
midwives of any one of the several counties under her jurisdiction.
In county B, supervision of midwives was begun in 1922 by the
State health department. In 1924, when a full-time county nurse
was employed, she assumed this responsibility. The program has
been interrupted for short periods several times, but the supervision
of the midwives of this county has been much more intensive than
in county A. In county C, the midwives were under continuous
intensive supervision from 1923 to 1932 by a nurse employed as the
county public health nurse. She visited the midwives in their homes
frequently, inspecting their equipment, accompanied them on calls
to their patients, and demonstrated the prescribed techniques of
ante-partum and post-partum care. Since 1932 the supervision has
been under the State department of health. A State nurse holds
annual classes, bag inspection, and -issues the annual licenses.

In counties A and B the midwives are given a permanent license,
but in county C only an annual license is issued. This latter pro-
cedure allows for more effective control, since the weeding out of
the worst midwives from the group occurs annually.

To obtain data on the adequacy of the interview form, 20 mid-
wives were interviewed in county A, 34 in county B, and 26 in county
C, making a total of 80 midwives interviewed. -

SCORING THE INTERVIEW FORMS

When the interviews had been completed, the responses to each
question were given a numerical value and then the sum of these
values for each midwife represented her score. The correct response
to each question, with one or two exceptions, was given a score of
one. For example, if the answer to the question, “What food other
than breast milk do you give the baby?”’ was ‘“Boiled water”, the
question was given a score of one. Such responses as ‘“‘sugar bubby’’,
“water with a pinch of soda and sugar” were scored zero. A minus
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score of two was given if the midwife believed in such supersti-
tions as ‘“‘burnt feathers under the nose”, “‘snuff in the face’”’, or
“eating raw red onion’’ as methods of hurrying up the birth of the
baby.?

OBJECTIVITY AND RELIABILITY OF THE INTERVIEW FORM

It was impractical to determine, empirically, the objectivity of
the interview form by having two interviewers question the same
group of midwives and then compute the degree of agreement between
results obtained by the two examiners independently. But the very
nature of the questions, which were always asked in the same way,
and the fact that the interviewer always recorded the total response
given, argue the objectivity of the method.

A large number of questions were included to insure some repre-
sentation of each of the many phases of midwife practice and knowl-
edge. Of course, all possible questions were not asked, nor would it
have been possible to ask questions about every phase of midwifery
care; but proof that the questions included are representative of the
quality of information and behavior peculiar to each midwife is
furnished from an internal analysis of the data. By randomly divid-
ing the entire battery of questions into two groupings and then
scoring the two separate sets of questions, two scores were obtained
for each midwife—one on each half of the material. A comparison
of the relative standing of each midwife on one set of questions with
her relative standing on the other set of questions indicates the accur-
acy of the distinctions made by the interview form. If the mid-
wives who make relatively high scores on one-half of the questions
also make relatively high scores on the other half, and if those who
score low on one set also score low on the other set, then it can be
assumed that the interview form contains an adequate number of
questions, for the same distinctions are made between the midwives
irrespective of which set of questions is used. Also it may be safely
inferred from such analysis that the addition to the interview form
of other questions of similar nature would not materially affect the
distinctions between the midwives shown by the entire set of ques-
tions used. An index of the degree to which the same distinctions
are made using the two halves of the material is afforded by the cor-
relation between the two sets of scores (table 1).* The extent to

3 Complete directions for scoring the form finally adopted are given in a mimeographed supplement to

this paper and may be obtained, upon written request, from the Office of Investigations of Public Health

Methods.
¢ The correlation was computed using the Pearson product moment formula:

—:
*"" New,
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which the total material makes reliable distinctions between the
midwives is shown in the last column of the table.’

The correlation of .95, representing the reliability of the entire
battery of questions, indicates clearly that the interview form as con-
structed makes reliable distinctions between the midwives, and that
the questions are representative of some common factor. Since all
the questions are based on midwifery information and practice, it may
be assumed that the common factor is quality of midwife service.

TaBLE 1.—Reliability of the midwife interview form (correlations belween scores
on one half of the interview form with scores on the other half of the interview form)

Correlations

Source of data Number of
cases One-half | Reliability
with one- | of total mae !
balf terial t

County A 20 .90 .

County B 34 .90 .95

County C 26 .84 .01
Total 80 .90 .98

1 See footnote 5, below.
VALIDITY OF THE METHOD

Is the assumption that this index is a measure of the quality of
midwife service and of the knowledge which midwives have a valid
assumption? Several types of data were used to prove the validity
of the index. The first was a comparison of the midwives from the
three counties. Since, by definition, the midwives in county A had
had considerably less supervision than the midwives in county B, and
those in county B had had somewhat less intensive supervision than
those in county C, we would expect the midwives in county A to be
inferior to the two other groups, and the midwives in county C to be
slightly better than either group A or B. If the technique actually
reveals differences in midwives that are produced by supervision, then
the scores of the midwives in county A should be lower than the scores
of the midwives of the other two counties.

It is evident from the distributions of the scores of the midwives in
the three counties (table 2) that the scores in county A are not as
high as the scores in the other two counties, and that the scores in
county B tend to be lower than those in county C. In terms of

§ The figures in this column represent the correlation that would be expected between the entire set of

questions and another set of questions of equal number and reliability. They are obtained using Spear-
man’s formula:

- 2ra
Tz ——l +' A
where r, is the reliability of the total test and ra is the correlation between the scores on two halves of the

test (Garrett, Henry E.: Statistics in Psychology and Education, Longmans, Green & Co., New York,
1926, p. 271).
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average scores, there are about 22 points of difference between group
A and group B, and the same amount of difference between group B
and group C. In terms of median scores, the difference is even greater.*
The distinctions between groups of midwives made by the interview
form correspond with the differences that are known to exist. As a
measure to distinguish extreme groups, the interview form is therefore
valid.

TABLE 2.—Distribution of scores on the midwife inierview form for thc 8 counties

included in the study
Frequency of occurrence of each
score in—
Midwife interview scores
County A | County B | County O

150- . 2 3
140-149 } 2 g

130-139 3
120-129 1 [ 3
110-119 1 3 !

100-109 1 ]
90-99. 1 [} 3
80-89 2 4 ]
70-79 3 [ 33 P,
60-69 [] :
50-59 3 ) NN ——
Total. 20 34 28
Mean score ! 84.2 106.4 128.0
Median 74 101 137

1 These means were computed from the raw ungrouped data.

Ratings of the ability of the midwives in county B, made by the
' nurse who had had intimate contact with these midwives for a period
"of 7 months, served as the second eriterion for the establishment of
' the validity of the interview form. The nurse who made the ratings
"had just completed an intensive study of these midwives, during
' which time she had talked with them in their homes, had watched
the majority of them at both ante-partum and post-partum visits,
and in three instances had observed the midwives during deliveries.
' The 34 midwives were independently rated on a scale of from 1 to 10,
on 2 separate occasions. The correlation between the two sets of rat-
ingsis .94.” The correlations between each of the two ratings and the
scores on the interview form are .84 and .86. Considering the unre-
liability of subjective ratings, these correlations indicate a fairly high
degree of validity for the discriminations made by the interview form.

As previously suggested, the ideal criterion would be complete
actual records of the kind of prenatal, delivery, and postnatal care
which each midwife habitually gives. Observations of the mid-

¢ The difference between the means of group A and group B, and the difference between the means of
group B and group C, are reliable differences. The standard deviation of the first difference is 7.6 and of

the second difference is 5.9.
7 One would ordinarily expect & correlation of unity between the 2 sets of ratings by the same person.

The fact that the correlation is not unity is partial explanation for the lower correlations with the scores
on the interview form.
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wives, however, would not reveal this, for if the midwife knew the
proper procedure, she would very likely follow it in the presence of
the nurse, although she might behave in an entirely different manner
were the nurse not present. Then, too, to obtain such observations
is practically impossible in a rural community where distances are
great and where facilities for communication are limited.

An attempt was made, therefore, to discover further the kind of
care the individual midwives give by questioning the mother con-
cerning the prenatal care and by questioning the attendant at the
birth, other than the midwife, in regard to the delivery and post-
partum care.

It was soon discovered that little or no prenatal advice was being
given. Many of the cases did not engage the midwife in advance;
and even when they did, the midwife seldom visited an expectant
mother, Consequently, questions about what advice had been given
by the midwife were often embarrassing to the mothers. In view of
this difficulty, and since none of the midwives in county B, where it
was possible to do this intensive investigation, gave anything like
adequate prenatal service to their patients, the questions on ante-
partum care were discontinued.

" However, during the limited time of the preliminary experiment,
information on delivery and post-partum care was obtained on a total
of 56 mothers whose homes were visited by the field worker after the
babies had been delivered by midwives from county B. Both the
other attendant at the birth and the mother herself were questioned
concerning the way in which the midwife prepared for and conducted
the delivery, how she cared for the baby, and what intra-partum and
post-partum care she gave the mother. It is, of course, difficult to
judge the quality of a midwife on the reports of her activity as given
by the patient or the attendant. In 17 of the 56 cases the midwife
arrived after the baby had been born. For such cases, questions on
preparation and the delivery did not apply. In six cases the doctor
was called in either by the midwife or the family, and in these cases
the delivery care and post-partum advice were given by the physician.

In many instances the mothers did not know whether the midwife
had carefully washed her hands before delivering the baby, whether
“drops’’ had been put in the baby’s eyes, or whether many other of the
accepted techniques had been followed. The difficulties in this type
of material make direct evaluation impracticable unless a large num-
ber of post-partum reports can be obtained for each midwife. In the
period covered by this study, it was impossible to secure more than
3 cases for any one midwife, and this number was possible for only 11
midwives. Two cases were obtained for each of nine midwives, and
there was only one case for each of five others. The remaining mid-
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wives in the group studied did not attend a birth during the study
period.

Although the delivery and post-natal data are not sufficiently
complete to serve as a criterion for a direct validation of the midwife
interview form, there are a few distinct differences in score on the
midwife interview that are associated with specific practices revealed
by the post-partum interview. For example, midwives who had
scores of 130 or above (the average score for the 25 midwives for which
post-partum interviews were obtained was 112) made an average
of 4.3 return post-partum visits, whereas those who made scores of
100 or below made only 1.9 post-partum visits. Midwives who make
high scores on the midwife interview tend to give more continued
post-partum care than midwives who make low scores. A number of
other comparisons are given below which indicate that the midwives
who are reported as following accepted techniques make slightly
higher scores than those who did not follow prescribed practices.

The average score for the 15 midwives who did nothing to speed
up the birth of the baby was 116; for the 6 who either gave quinine,
or camphor in hot water, or parched eggshell tea, or greased ‘pri-
vates’” (the perineum), the average score was 103.

The mothers interviewed were sure that nine of the midwives used
either a sterile cloth or a special dressing on the cord. The average
score for these 9 was 119. The average for the 15 who used cotton,
a scorched rag, or a clean rag was 108.

The evidence was fairly conclusive that three of the midwives did
not wash their hands more than once during the delivery. Their
average score was 94, as opposed to an average of 117 for the 19 who
were reported to have washed their hands a number of times.

The mothers attended by seven of the midwives reported that they
were advised to bathe their breasts and nipplesfrequently in boric water
to prevent soreness. The average score for these 7 midwives was 129,
while for the 14 who either gave no advice at all or advised greasing
with lard, camphorated oil, or mutton suet and sage, the average
score was 105.

Vaginal examinations were performed by nine of the midwives accord-
ing to the statements of the patients they attended. The average
score for these 9 was 110, as compared with 114 for the 13 midwives
who were reported as not performing vaginal examinations.

Fifteen midwives made sure that the mother was bathed before the
baby was born. Their average score was 119. This is considerably
higher than the average score of 103 for the seven who did not take
this precaution.

The 18 midwives who advised their patients to bathe the field with
lysol water each time after the pads were changed had an average
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score of 118, whereas the 6 who did not advise this hygienic precaution
scored only 92.

The differences between the averages are slight and, because of the
small number of midwives included in each sample, are not statistically
significant. However, the fact that in every case the acceptable
practice is associated with the higher score indicates that the inter-
view technique does distinguish the more competent midwives from
those who are ignorant, untrained, and followers of superstition.

ABBREVIATION OF THE INTERVIEW FORM

As previously stated, the experimental interview form contained a
large number of questions to insure a wide representation of the ele-
ments of midwifery knowledge and practice. In the field the inter-
viewer found it long and tedious to administer. It required from an
hour to 2 hours to interview one midwife. Oftentimes the midwife
became bored and restless, thereby increasing the difficulty of com-
pleting the interview.

If the form were to be practical for extensive use the number of
questions included needed to be reduced in order to eliminate the
fatigue of both the interviewer and the person interviewed, and to
increase the number of interviews that could be conducted during the
day.

The primary basis for eliminating questions was the diagnostic
gignificance of the separate questions. The diagnostic significance
of an item depends upon two factors: (a) The frequency with which
the question is answered correctly, and (b) the degree to which the
item distinguishes the good midwives from the incompetent. Cer-
tainly a question which 90 percent or more of the midwives answer
correctly cannot be very valuable as an item that distinguishes good
midwives, for the responses given by the good midwives do not differ
from the responses given by those lacking ability. For instance, all
but five of the midwives mentioned ‘‘slapping the back”, “hot and
cold water baths”, or “artificial respiration” as methods for starting
the baby to breathe. Since practically all the midwives, good and
poor, knew at least one of these acceptable methods, this question
was eliminated. Likewise, all questions that were answered in-
correctly by over 90 percent of the midwives were excluded.®* Of the
219 items originally included, 27 were excluded on this criterion.

Furthermore, an item to be truly discerning must be answered
correctly more frequently by the good midwives than by the poor
ones. It has already been shown (in the previous section) that
those midwives who make high scores on the total interview form

8 This criterion for exclusion should not be taken to mean that the information or activity covered by a

question which over 90 percent fail is unimportant, but rather that the question is not useful in making
distinctions between the midwives.
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perform a better quality of service than those who make low scores;
therefore, the value of any item may be judged by separating the
midwives into two groups, according to the way in which they
answer the item, and comparing the total scores (scores obtained on
all the questions) of those midwives who answer the particular item
correctly with the total score of those who answer incorrectly. If
a correct reply is more often associated with a high total score, and
an incorrect reply more frequently accompanies a low total score,
then that item or question may be considered of value, for it dis-
tinguishes good midwives from poor ones. Take the following
question: “Do any of your cases ever engage you in advance? Does
it make any difference whether they do or not? What?”’ In re-
sponse to this question, 27 midwives stated that they urged their
cases to engage them early in order that they might discover danger
signs or the need for a doctor. The average score for these 27 mid-
wives was 135, whereas the 53 who did not mention this reason for
early engagement averaged only 94. Moreover, very few of the
midwives who answer the question incorrectly make higher scores
than those who answer the item correctly, and vice versa, as may be
seen in the first two histograms in figure 1. This question is there-
fore highly diagnostic, for the midwives who answer it correctly
make much higher scores than those who do not answer it correctly.

Contrast with the above the results on the following question:
“What kinds of food should an expecting ® mother eat?”’” Cereal
was mentioned by 29 midwives. Their average total score was 110.
The average score of the 51 who failed to mention cereal as desirable
food was 107. The difference is negligible. The histograms showing
the distribution of scores for these two groups are almost identical.
The question is useless in distinguishing the good and poor midwives,
and was excluded from the final test.

Each of the remaining 192 items was subjected to this type of
analysis. To take into account both the overlapping of scores and the
difference between the mean scores of the midwives who answered an
item correctly and those who answered it incorrectly, an index of
the significance of each item was computed.’® A distribution of

9 The correct term here is “expectant”, but the midwives use “‘expecting”’, and the questions are stated
as nearly as possible in their “language.” Many other expressions in the interview form were stated in
terms used by the midwives without regard to their grammatical accuracy.

10 The significance of each item is the relation of the difference between the mean scores of the midwives

in the two categories (those who answered the item correctly and those who failed the item) to the standard

deviation of that difference. The formula is:
Mi—M,
Indez of :igniﬁoam-——Jm’

where M is the average score of the midwives that responded to the item correctly, #a is the variability of
M;; M; and 3 are similar constants for the distribution of scores for those midwives who answer the
item incorrectly.
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FiGURE 1.—Distribution of scores on the midwife interview form for (1) midwives who answer an item
. correctly and (2) midwives who answer the item incorrectly.
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these indices of significance is given in table 3. In the final selection
of items only the items with significance of 3.0 or more were retained.

TABLE 2.—Distribution of the indices of significance for all the items in the midwife

interview form
Fre- ||| Fre-
quency quency
Index of significance of Index of significance of
occur- occur-
rence rence
0-0.9. 17 || 6.0-6.9. 26
1.0-1.9. 17 |[{ 7.0-7.9 7
2.0-2.9 18 || 8.0-8.9. 9
3.0-3.9. 29 |} 9.0-9.9. 3
4.0-4.9. 39
6.0-5. 9. 27 Total 192

In addition to the exclusion of items of low diagnostic significance,
elimination was made of those questions which had proved difficult of
administration in the field, and also the items which had presented
difficulty in the scoring. '

There were only 14 items of real significance that had proved
difficult to administer or score. The majority of the items with
such difficulties had already been excluded by the previous analysis.
The very fact that the midwives could not easily understand an item
or that the responses to an item were sometimes ambiguous, tended
to lower its diagnostic value.

As a result of the 3 types of exclusions just described, the original
219 items were reduced to 126, which can be grouped into 41 questions.

EVIDENCE FOR THE ABBREVIATED INTERVIEW FORM

As assurance that the abbreviation of the interview form bas not
destroyed its value, both the reliability and the validity of the test
were recomputed. When the scores for one-half of the questions are
correlated with the scores for the other half of the questions, the
resulting correlations indicate that the test is still sufficiently ex-
tensive to be representative of the quality of midwife service. The
same distinctions between the midwives are made irrespective of
which group of the questions is used.

TABLE 4.—Reliability of the abbreviated midwife interview form

Correlations
Source of data Number | one halt | Reliability
ofcases | “with of total
one half | material !

County A 20 .93 .96
County B 34 .88 .94
County C 26 .7 .87
Total 80 .90 .95

1 Obtained by using the Spearman correction formula; see footnote 5, p. 763.

? The scores for the midwives in this county are much more homogeneous than the scores for the midw ives
in the other 2 counties. The reliability of the test is lowered by the low standard deviation. The standard

viation of the scores for counties A and B is 10, and for county O is 8.
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The average score on the abbreviated form for the midwives in
county A was 50.4; in county B, 65; and in county C, 85. A com-
parison of the differences between these averages with those obtained
using the original form shows that the same distinctions between the
counties have been preserved in abbreviating the interview form.

The correlations of the two sats of ratings by the nurse with the
scores on the abbreviated test in county B were .83 and .85. These
correspond favorably with the previous correlations of .84 and .86.
It is safe to say that abbreviating the test has not lessened its value as
a measure of the quality of midwife service.

SUMMARY

From a large battery of questions on midwifery practice and infor-
mation, an interview form has been constructed as an index of the
quality of service a midwife renders when she attends a maternity
case. The technique has been shown to be a reliable and valid meas-
ure of the service given by an individual midwife. Therefore, the
degree of success or failure of any given program of midwifery control
can be judged using this interview form.

In addition to its usefulness as a method of evaluating public health
effort, the technique will serve to select the better midwives. Nurses
in their supervisory programs can interview the midwives in their
community and determine those who need the most supervision and
teaching. Midwives who score extremely low can be eliminated by
taking away their permits. Others with high scores need not be
checked so often. The supervisory time will thus be focused on those
midwives needing the most help, who may reasonably be expected to
profit therefrom.

The interview form was developed as the first step in the evaluation
study of various public health procedures used in the control of the
midwife in the Southern States. Future studies contemplate com-
pleting the evaluation by carrying out the three remaining steps
described in the beginning of this paper. A technique for registering
the administrative procedures followed by health departments for
the education, supervision, and control of midwives will be con-
structed. Utilizing this technique, the health department practice
for a number of counties in which the modes of midwife control are
different will be recorded, and a number of midwives in each of these
counties will also be measured using the midwife-interview form.
From the relationships between these two sets of data it will be
possible to determine which procedures are effective in producing a
high quality of midwife service. Programs of midwifery control can
then be constructed to include procedures of tested effectiveness.
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- THE ANEMIA OF DEAMINIZED CASEIN

By M. 1. SmitH, Principal Pharmacologist, and E. F. SToHLMAN, Junior Pharma-
cologist, Division of Pharmacology, Nationai Institute of Health, United States
Public Health Service

In 1904, Levites (1), and in 1906, Skraup and Hoernes (2) prepared
and examined the deaminized product obtained by treating casein
with nitrous acid. In 1921, Dunn and Lewis (3) extended these
observations and described an improved method for the preparation of
deaminized casein. ThLese authors also studied the nitrogen distribu-
tion in deaminized casein as compared with casein and found, in
addition to the nearly complete disappearance of free amino nitrogen,
diminution of tyrosine and histidine and complete absence of lysine.

Aside from the disappearance of free amino nitrogen, the precise
chemical change taking place in the protein molecule through de-
aminization with nitrous acid is not known. Lewis and Upde